
easy to determine. The application of the tests for its
discovery requires judgment aud experience and should
be repeatedly made before a definite opinion is formed.
As, in the state of refraction kuowu as hypermetropia,
the ciliary muscle, constantly called on to act to excess
whenever any effort of vision is made, is often unable
to fully relax when a glass neutralizing the hyperme-
tropia is placed before it, so here, the muscle trained
to excessive action often does not abandon such action
readily and the true balance does not become appar-
ent. It is therefore almost invariably better, even if
tenotomy seems advisable, to precede it by the use of
prisms for a few weeks. In this way we may learn
something of the effect of at least a partial correction
of the symptoms, and we not infrequently find that
the defect is greater than at first appeared. It is, I
believe, in great part owing to this inability of the
muscle to readily give up its habit of excessive action
that, in some cases, a few days or weeks after a tenot-
omy its immediate effect is found to have apparently
diminished. Rarely the reverse occurs, the result of
an operation which is at first satisfactory proving
after a few days to be somewhat too great. Sometimes
this excess disappears again after a time spontaneously.
If it does not the tendon must be brought forward.

The number of persons in whom some want of
equilibrium of the ocular muscles exists is very great.
In the vast majority of them, however, the amount of
the defect is small, and when it concerns only the
lateral muscles, as is usually the case, is seldom of any
importance. Moderate defects of balance in the mus-
cles that raise and depress the eyes, aud higher degrees
in the lateral muscles, may and often do cause serious
functional disturbances and require correction either
by prisms or tenotomy.

It need hardly be added that in many cases the con-
dition of the eyes is only one factor in the causation
of the symptoms, even when these are the more com-
mon ones of ocular fatigue and headache, but it is
none the less a factor to be reckoned with, aud the
correction of it alone many times will bring relief.

-• -

SOME PHASES OF LACHRYMAL OBSTRUCTION,
AND THEIR TREATMENT.1

BY DAVID HARROWER,M.D., WORCESTER.

Among the most annoying and persistent troubles
that we have to treat in connection with the eye, we
find those of the tear passage not the least. The
lachrymal secretions come from the lachrymal gland
and from the conjunctiva and pass through the supe-
rior and inferior puncta into the passages that lead into
the sac, and from that into the lachrymal duct and
empty into the nasal fossa below the inferior tur-
binated bone. At the spot where the lachrymal sac

passes into the nasal or lachrymal duct, is the point
where we are liable to have most of the pathological
obstructions that occur. In its course the lachrymal
duct passes backward and outward from the vertical,
the entrances to the ducts being nearer together than
the exits.

The cases of lachrymal obstruction that present
themselves for treatment are the acute aud chronic.
In the chronic case, the patient comes complaining of

epiphora, or tears running over the lids, and generallyof a swelling in the region of the lachrymal sac ; per-
haps the swelling may be painful aud tense, and often
as big as a walnut. Sometimes when pressure is
made on this swelling the contents consisting of pus
and mucus can be forced out through the puncta — or
more rarely through the nose. The immediate cause
of this condition is some obstruction of the nasal
duct. The tears can no longer find an exit into the
nose, and begin to accumulate in the sac, which be-
comes more and more distended. The tears soon be-
come decomposed and start an irritation of the mucous
membrane lining the sac, which then undergoes an in-
flammation throwing out pyoid secretion which mixes
with the tears in the sac. The contents then grow
more turbid and resemble pus.Constrictions of the nasal duct may come from in-
flammation of the mucous membrane in the nose,
simple chronic catarrh, or from a scrofulous or syphilitic
origin. The swelling of the mucous membrane may
extend by continuity to the mucous membrane of the
duct. In the ordinary forms of ozena there is no
swelling, but cicatricial coutractiou of the nasal
mucous membrane, which may lead to the constriction
of the inferior orifice of the duct. Ulcers of the
mucous membrane and polypi are also causes of ob-
struction at the nasal orifice.

The course is long, often extending years if nothingis done for it. The secretion that at first was purulent
becomes mucous and viscid, the mucous membrane
may atrophy and the distended sac contain nothingbut tears, but the epiphora still remains.

A person suffering from this chronic form may have
an acute attack of inflammation suddenly develop.The skin over the sac becomes reddened and greatlyswollen, the swelling often extending to the lids, and
to the conjunctiva which may become chemotic.
There is generally a great deal of pain, so much so
that the patient is deprived of sleep. After a few
days the skin at the apex shows a yellowish poiut and
becomes perforated, the pus discharges aud the swell-
ing gradually disappears. Afterwards pus followed
by mucus, and later tears are discharged. As long as
this fistula remains open the patient is safe from an-
other attack, but if it closes up a recurrence may
ensue.

In the treatment of the milder forms in which epi-phora is the most annoying symptom we should al-
ways examine the uose, and if any trouble is found
there it should be treated. Often unconnected errors
of refraction are a cause, and should also be carefully
looked after. Suitable washes where there is only an
irritation of the lachrymal tract are often of greatbenefit.

The large majority of cases are only benefited byoperative treatment, and this, in my opinion, is best
accomplished by a complete division of the stricture
and the use of large probes. In all cases, acute or
chronic, I operate as soon as it is possible to pass myknife straight into the sac, that is, if the parts are not
too much displaced by the swelling. If there is too
much swelling I use hot applications, aud wait for a
chance to let the pus out. Generally a day or two
after this is done the duct is in such a condition that a

proper opening can be made. I always use a Weber
knife with a long shauk, and Theobald's probes. I
make the incision in the ordinary way. I insert the
probe-pointed end in the lower punctum with the knife

1 Read before the Massachusetts Medical Society, June 8, 1897,
and recommended for publication by the Society.
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straight up, then depressing the knife down and out
90 degrees, aud with the cutting edge turned slightly
toward the eyeball, I push forward until the point
touches the inner wall of the sac. I then bring my knife
up perpendicular, and holding it lightly but firmly,
pointing slightly backward and outward, push it
straight down until it reaches the floor of the nose. 1
then pull it back, turn it a quarter of a circle and push
it down again, withdraw it nearly again and turn it a

quarter more and cut again, and still once more, mak-
ing four cuts down through the stricture. This is all
done very quickly. I then pass the largest Theobald
probe I can into the uose (generally a 12 or 14), baud-
age up the patient's eye aud send him home, giving
him a wash of boracic acid, dilute hydrocyanic acid,
cocaine and water, to use freely. I probe the two fol-
lowing days with the same sized probe I used ou the
day of the operation. Then I probe every other day
for the next week, then twice the next week, and once
the next; then again iu two weeks. This generally
suffices although not always. If patients need any
more probings, I am very apt to use a slightly smaller
probe, especially if they bave been three or four
weeks without having any probe passed. I never
leave the probe in. I pass it aud immediately with-
draw it.

In making the incisions in the stricture and dilating,
we have a certain amount of exudatiou thrown out into
the cuts ; this cut is agaiu forced open the next day,
and at each succeeding probing, and another chance
for a new exúdate given. Iu this way when we are
done with our probing, we have or should have four
cicatrices that retract rather than contract, aud leave
us an opening through which tears cau pass. The
extended sac will generally diminish and return to
nearly its normal size, or near enough to cause no
further trouble.

Wheu we have a largely distended sac that will not
contract, there is ordinarily nothing left but extirpa-
tion or cauterizatiou. No one will claim that all cases
of epiphora or lachrymal obstruction can be cured.
We have too many that are apparently just as badly
off when they leave off treatment as wheu they began.
1 certainly think that the free incision of the stricture
and the proper probing afterwards will do more in my
hands than any other method that I have used.

Clinical Department.
A CASE OF DOUBLE OVARIOTOMY DURING

PREGNANCY.1
Labor Complicated by Uterine Inertia.

BY R. A. KINGMAN, M.D., BOSTON.

The case which I am about to report to you may
well be considered ancient history, having occurred
several years ago, and yet it presents several interest-
ing aud suggestive features, which render it worthy of
record.

Lucy H., married, thirty-seven years of age, pre-
sented herself for examination at the Boston Dispen-
sary in May, 1892. She stated that some eight or
nine months previous she had consulted a prominent
member of this Society who told her she had an ova-

rían tumor, but that there was no necessity for opera-
tion at that time.

Now, however, she had reasou to believe she was

pregnant, and for that reason sought further atlvice.
The data were not conclusive ; but it seemed probable
that tho pregnancy was of about two aud one-half
months' duration.

Examination showed a tumor of typical ovarian
characteristics, extending to the lower ribs on the
left. It was of a size corresponding to six or seven
months' pregnancy. At its upper and loft-hand mar-

gin there was a hard mass, the size of a man's hand,
of limited mobility. At no point was pain elicited on

palpation.
Crowded into the pelvis was a separate elastic

tumor, which just filled the pelvic cavity. This was

apparently continuous with the cervix, aud was as-
sumed to bo tho pregnant uterus.

May 30th the patient entered St. Elizabeth's Hos-
pital, and was operated on June 1st. A median inci-
sion disclosed a cyst of the loft ovary, which contained
over a quart of clear fluid. The hard portion noticed at
the upper left-hand margiu proved to be a papillary
mass which was adherent to parietes and viscera, but
was easily separated from them.

The only unusual condition noted in consequence
of the pregnancy was the extreme vascularity of the
pedicle, which consisted of the whole breadth of the
broad ligameut. It seemed one mass of dilated, tor-
tuous veins, This was ligated with pedicle silk, the
cobbler's stitch beiug used.

The toilet of the peritoneum was being hastily per-
formed, the desire being to expose the uterus as little
as possible, when a second globular tumor was felt be-
neath the uterus. For a moment, remembering the
diagnosis as made at the previous examination, I
thought the lower tumor might be the pregnant uterus,
the upper one being the bladder. This, of course,
was a foolish thought, only excusable iu view of my
somewhat limited experience ; aud yet the two tumors
were exactly in the median line, of the same size, aud
feeling almost identical to the fingers. Ocular inspec-
tion instantly showed that the lower tumor was another
cyst, developed from the right ovary.

This was removed in the same manner, the same
varicose condition being present.

Tho uterus was of the size of a very large uavel
orange.

The recovery of the patient was as comfortable and
uneventful as could be wished, there being almost no
shock aud never any symptom of threateniug mis-
carriage.

In order to follow this case to its conclusion I at-
tended Mrs. H. in her conlinemeut, which occurred
December 17th, six and a half mouths after the lapar-
otomy. Her pregnaucy had beeu a comfortable one,
and the scar had yielded but little.

1 was called to her after she had beeu iu labor about
three hours, the pains at no time being strong. I
found the abdomen no larger than it commonly is at
eight months and on palpation noticed that the uterine
wall was very thin, the fetal parts being felt with the
greatest ease. The presentation was by the head,
O. L. A., the os being almost fully dilated.

As I observed them, the paius were feeble and ineffec-
tual, though the patient made greatoutcry with each one.

They were regular and of proper frequency, but pro-
duced no result. The patient boou became uumanage-

1 Read before the Obstetrical Section of the Suffolk District Medi-
cal Society, February 21, 1897.
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